The objective was to compare the improvements in lifestyle and risk factor profiles in patients with and without diabetes mellitus (DM) in the intervention arm of EUROACTION study.
Background
Diabetes mellitus (DM) is an important risk factor for cardiovascular disease (CVD). Type 2 diabetes (T2DM) accounts for about 90% of all cases [1] . Individuals with DM have a two to four-fold higher risk of coronary heart disease (CHD) and in turn, CVD accounts for more than half of the deaths in this population [2, 3] . Sedentary lifestyle, obesity, cigarette smoking, hypertension and dyslipidaemia are independent CVD risk factors that are commonly associated with DM further increasing their absolute risk thus the treatment targets for patients with DM compared to those without are stricter [4, 5] . Results from the EUROASPIRE surveys illustrated poor risk factor management of coronary patients in clinical practice, which was worse among patients with DM [6] [7] [8] [9] . However the benefit of an intensive, multifactorial intervention in high-risk T2DM patients has been demonstrated where this approach reduced the risk of macrovascular and microvascular events by 50% [10] .
Following the EUROASPIRE surveys, the EUROAC-TION, a cluster randomised controlled trial (RCT) was carried out in 24 hospitals and general practices in eight European countries. Patients with established coronary disease and individuals at high multifactorial risk for CVD received EUROACTION intervention or usual care. The intervention was a nurse-coordinated, multidisciplinary family-based 16-week cardiovascular prevention (and rehabilitation for coronary patients) programme aimed at achieving the lifestyle, risk factor and treatment goals as defined in the 1998 Joint European Societies' guidelines (Additional file 1: Table S1 ) [11] . Included among this cohort were people with DM. This present study was carried out to compare patients with and without DM in terms of achieving the targets given the same level of intervention. The primary outcome was the proportion of patients in both groups achieving the lifestyle and risk factor targets for CVD prevention at one-year follow-up (Additional file 2: Table S2 ). Secondary outcome was the change in proportions achieving these targets, between initial assessment and one year.
Subjects and methods

Study population
The study population of EUROACTION has been described in previous publications [11, 12] . Briefly, twelve (six pairs) general hospitals and twelve (six pairs) general practice (GP) centres across eight European countries were cluster randomised to receive the EUROACTION intervention or usual care. Patients with established coronary disease were recruited in general hospitals and high-risk individuals without coronary disease were recruited in general practices.
Methods
The protocols and methods used in EUROACTION have been described previously [11, 12] . The eligible patients were assessed by a multidisciplinary team at baseline for lifestyle, medical risk factors and cardio-protective drug use. Smoking status was recorded as smoker or nonsmoker in the month prior to event (hospital) or interview (GP). Self-reports were validated by breath carbon monoxide (<6 parts per million consistent with non-smoking) using a Smokerlyser (Bedfont micro-smokerlyser, Bedfont Scientific, Model EC 50 Micro III). Food intake was assessed via a structured interview with a food-habit questionnaire and validated against a 7-day diet diary. Data on physical activity was collected with a 7-day activity recall diary. Weight and height were measured with standardised equipment (Seca 707 digital scales with measuring stick), and body mass index (BMI) was calculated using the formula weight (kg)/height (m 2 ). The normal range is 18.5-24.9 kg/m 2 . Standardised methods were used to measure the waist circumference and values less than 102 cm for men, and less than 88 cm for women were considered normal. Total cholesterol, HDL, triglycerides, glucose, and HbA1c concentrations were analysed at a central laboratory with standardised methods and equipment [11, 12] .
Fasting and random glucose were measured and OGTT was performed if the fasting glucose was above 6.1 mmol/l to diagnose diabetes or impaired glucose tolerance. The study participants thereafter attended at least eight sessions conducted weekly. On completion of the 16-week programme, coronary patients were re-invited for assessment and at one year, all the patients were again reassessed.
Sample size
For the current study, all the patients (not their partners/families) in the EUROACTION intervention arm were identified. There were 1587 coronary patients, 956 of whom had baseline FPG results. They were categorized as having diabetes or not based on a history of known diabetes and/or FPG ≥ 7 mmol/l (DM 179, non-DM 777). Out of 1257 general practice patients, 340 had an existing diagnosis of DM while 917 were not diabetic.
Statistical analyses
The data was analysed with STATA 12 software and the results are presented using tables and figures. Continuous variables are presented as mean (standard deviation) for normally distributed data, median (interquartile) for non-parametric data, and compared with Student's t-tests or Mann-Whitney tests as considered appropriate. Categorical data are presented as proportions (percentages) and compared with the Chi square test at baseline. Comparisons of change from the initial assessment to one-year within each group (DM/Non-DM) were made using the paired t-test for continuous data and McNemar's test for paired proportions. Since the original EUROACTION trial was cluster-randomised, individual level assessments at baseline revealed significant differences between the diabetic and non-diabetic individuals. These were taken into account in the multiple logistic regression analysis that was used to determine the odds (and 95% CI) of achieving each target given the diabetes status controlling for age and the endpoint of interest at baseline as covariates. Two-sided P values <0.05 were considered statistically significant.
Ethical considerations
The patients already gave written informed consent in the original EUROACTION TRIAL where the local ethics committee in each centre granted ethical approval [12] therefore this current study did not require ethical approval as it involved analysis of anonymised data already collected. Table 1 shows the age and sex distribution of the population.
Results
Characteristics of the study population at initial assessment
At baseline among the coronary patients, the diabetics were significantly older ( Table 2 ). There was overall suboptimal adherence to lifestyle recommendations. Fewer diabetics met the target for saturated fat compared to nondiabetics. Diabetics had significantly higher mean weight, WC and BMI and the proportions achieving the targets for WC and BMI were significantly lower when compared to non-diabetics. Mean TC and LDL were lower and the proportion at target LDL was significantly higher among diabetics. On the other hand, SBP was significantly higher and the proportion of diabetics at target BP was significantly lower compared to the non-diabetics. A high proportion of diabetics and non-diabetics used cardioprotective drugs. Only the use of ACEI/ARB was significantly higher among diabetics compared to non-diabetics.
Among the high-risk individuals, diabetics were older and significantly more were non-smokers. While only a small proportion met the target for oily fish, significantly more diabetics were at target for fruit/vegetables. Diabetics had significantly higher mean weight, WC and BMI and a lower proportion of them were at the recommended targets compared to the non-diabetics. The mean TC, LDL and HDL were significantly lower while triglycerides were higher among diabetics. Only 28.2% of diabetics achieved TC target, 31.8% LDL target and 24.1% BP target but these were significantly higher than the proportion of non-diabetics. Although less than half of the diabetics used the various classes of cardioprotective drugs (except ACEI/ARBs), the proportions were significantly higher than among the non-diabetics.
Comparison of the proportions achieving the targets at one year and change from initial assessment Coronary patients a) Lifestyle factors: among those who reported smoking in the month prior to their cardiac event, the odds of being a smoker at one year was 34% higher for diabetics compared to non-diabetics. In both groups (DM/Non-DM), the proportion of non-smokers significantly reduced from the IA to one-year and this difference was more among the diabetics (Table 3) . With regards to the diet there was no significant difference in the change in proportions achieving these targets in both patient groups. At initial assessment, only 21.9% of diabetics and 26.5% of non-diabetics achieved PA targets but these increased significantly in both groups by one year to 48.6% and 57.5% respectively ( Table 3 ). The proportion of diabetics achieving the BMI target was significantly lower (13.2% vs 31.3% p = 0.002). b) Lipid and BP indices: Although at one year similar proportions of diabetics and non-diabetics achieved the targets for TC and LDL, improvement for LDL targets from baseline occurred only among the non-diabetics (Table 3) . Mean SBP increased significantly from IA to one year among diabetics and non-diabetics, however this increase was greater among the diabetics (Table 3 ). In addition, they were less likely to achieve the BP target <140/90 mmHg compared to the non-diabetics (OR 0.47, 95% CI 0.31-0.72; p < 0.001). With the lower BP threshold <130/ 85 mmHg even fewer diabetics achieved this target (36.9% vs 51.3%) but after adjusting for baseline covariates this was not significant (Table 4 ). c) Drug therapy: At one year, the diabetics were significantly more likely to be on ACEI/ARB (OR 2.11, 95% CI 1.12-3.99; P = 0.021) but the proportions using other cardioprotective drugs did not differ significantly from the non-diabetics ( Table 4 ). The use of ACEI/ARB increased significantly in both groups of patients from IA but this increase was higher among the patients with diabetes (difference 9.3% vs 4.2%). No significant changes were noted in the use of beta-blockers and anti-platelets in both groups from IA to one year. Statin use increased significantly among patients without diabetes only. This may explain the significant increase in proportions of patients without diabetes meeting the LDL targets at one year ( Table 3 ). The significant differences among the patients with and without diabetes at one year are summarised in Figure 1 . High-risk individuals a) Lifestyle factors: in both groups, the proportion of non-smokers increased significantly from baseline (DM: difference 2.8% p = 0.035; non-DM: difference 3.4% p = 0.0003) ( Table 5 ). Only a very small proportion of patients with diabetes achieved the target for oily fish intake and this was significantly less compared to the patients without diabetes (9.3% versus 11.9%; p = 0.043) ( Table 4 ). In both groups, the increase in proportions achieving dietary and PA targets from baseline was significant (Table 5) . However, at one year, the patients with diabetes were significantly less likely to achieve PA target compared to the patients without diabetes (Table 4 ).
In both groups, the proportions achieving the target for WC and BMI increased slightly at one year. Only 9.9% of diabetics met the BMI target compared to 28.1% of patients without diabetes (p = 0.022). b) Lipid and BP indices: More patients with diabetes achieved the targets for TC (48.2% vs. 22.9%, p < 0.001), and LDL (57.9% vs. 30.7%, p < 0.001).
Although there was a decrease in mean TC and LDL by one year in both groups of patients, the decrease was larger among the patients without diabetes ( Table 5 ). Both groups had significant reductions in mean SBP and DBP and by one year, about two-thirds of patients in both groups achieved BP <140/90 mmHg (Table 5 ). c) Drug therapy: The proportion of patients with diabetes using all the classes of cardioprotective drugs was higher than the patients without diabetes but this was not significant after adjusting for the proportions achieving this target at baseline. Over two-thirds (70.3%) of the patients with diabetes used statins compared to only 40.3% of the patients without diabetes but this was not statistically significant (p = 0.088). While the use of all classes of cardioprotective medication increased significantly from baseline to one year among patients without diabetes, only antiplatelet and statin use increased significantly among patients with diabetes (Table 5) . 
Glycaemic control among patients with diabetes
At baseline among coronary patients, the mean HbA1c was 6.84 ± 1.29% and this decreased slightly to 6.83 ± 1.30% (p = 0.845) by one year. The proportions achieving the glycaemic target (HbA1c < 7%) increased from baseline to one year but also not significantly. On the other hand, among HRIs, the mean HbA1c reduced significantly from a mean of 6.6 ± 1.3% at baseline to 6.4 ± 1.04% (p = 0.002) by one year and the proportions achieving the target HbA1c also improved significantly.
Discussion
This study demonstrated that the proportion of diabetic and non-diabetic patients achieving the European lifestyle and risk factor targets for CVD prevention largely improved from baseline to one year (except for smoking among coronary patients). For dietary (except saturated Data are n/N (%); a odds ratios adjusted for age and variable at baseline (95% confidence intervals). *also adjusted for smoking in the month prior to the event; ACEI/ARB-angiotensin converting enzyme inhibitor/angiotensin receptor blocker; BB-beta blocker; BMI-body mass index; CCB-calcium channel blocker; DBP-diastolic blood pressure; LDL-low density lipoprotein cholesterol; SBP-systolic blood pressure; SF-saturated fat; TC-total cholesterol; TG-triglyceride. Data are proportion as a percentage % (of the numbers in each group who had both IA and one year data for the variables in question) and percent difference between IA and one year; ACEI/ARB-angiotensin converting enzyme inhibitor/angiotensin receptor blocker; BB-beta blocker; BMI-body mass index; CCB-calcium channel blocker; DBP-diastolic blood pressure; LDL-low density lipoprotein cholesterol; n/a-not applicable; SBP-systolic blood pressure; SF-saturated fat; TC-total cholesterol; TG-triglyceride. fat among diabetics) and PA targets, there were significant improvements from baseline in both diabetic and nondiabetic coronary and HRIs. However, these improvements were less among the diabetics in the high-risk group. Non-smoking increased from baseline among HRIs (less among the diabetics) but reduced among coronary patients (more among diabetics). Murchie et al. showed that a nurse-led clinic for secondary prevention in coronary patients was effective in modifying several CVD risk factors but non-smoking remained unchanged at one year follow up [13] . The meta-analysis by Chow et al. illustrated that smoking cessation among CHD patients significantly reduces the risk of myocardial infarction by 43% [14] . However Janssen et al. found that the effect of lifestyle modification programmes on smoking cessation decreased with time [15] . One possible reason may be that having a cardiac event prompts quitting initially as a direct relation can be made to the smoking habit. However as time progresses some smokers will relapse, as smoking is a difficult addiction to break. This is worse among diabetics for whom the need to make multiple lifestyle changes may impact on their ability to make additional restrictions on their lifestyle [16] . This underlies the importance of assistance with pharmacotherapy in coronary patients trying to quit smoking as recommended [4] .
Although a significant improvement from IA, the proportions of coronary diabetics and non-diabetics at oily fish target at one-year were low and not significantly different. Among HRIs however, significantly fewer diabetics achieved this target. A meta-analysis demonstrated that 1-2 servings of fish/week especially oily fish, is associated with a significant 36% and 17% reduction in coronary death and total mortality respectively, comparable to the protective effects of statins and is recommended by the European guidelines for primary and secondary CVD prevention [17, 4] . However recent updated draft guidelines from the NICE suggests that this may only confer minimal additional benefits in preventing further events in CHD patients consequent to recent improvements in care and treatment [18] .
Weight reduction contributes to reduction in BP, blood cholesterol and blood glucose [19] . Dietary modifications that contribute to weight loss include reduction of energy-dense saturated fat and increase in the intake of fruit and vegetables [20] . Although no significant differences were found in both groups of patients with regard to these factors, fewer coronary and HRIs with diabetes achieved BMI target and in fact, coronary diabetics gained weight. This is similar to the results obtained in a multicentre prospective study of multifactorial intervention in middle-aged T2DM patients where after one year of follow up, the intervention yielded significant improvements in several risk factors including BP and lipids but no effect on body weight [21] .
Lower attainment of PA target among the diabetics (significantly among HRIs but not among coronary patients) may partly explain low achievement of BMI targets. Physical activity is an important non-pharmacologic tool for CVD prevention and optimum dose/effect benefit is obtained from PA levels with energy expenditure that corresponds to walking approximately 20-30 km/week at a speed of 4-5 km/h [22] . The guidelines recommend at least 150 min/week moderate aerobic physical activity that should be combined with three weekly sessions of resistance exercise to increase muscle strength [4] . A meta-analysis of 14 trials on the effect of PA on glycaemic control and BMI among diabetics found that it was beneficial in terms of HbA1c reduction but had no significant effect on body mass [23] . However, the Look AHEAD trial demonstrated that regular PA improved fitness and helped to sustain weight loss achieved by the study participants [24] . This may be due to the higher intensity of exercise prescribed in that trial compared with what was offered in EUROACTION, which was not equipment-based and was less intensive. Also many of the drugs used to control glycaemia lead to weight gain thus making weight loss among diabetics a difficult goal to attain [25] .
Recent evidence has shown no additional mortality benefit from previous guideline recommendations of SBP below130 mmHg among diabetics, influencing the current conservative target below 140/85 mmHg [26] [27] [28] . Usually 2 or more drugs including any from the ACEI/ARB class are required to achieve BP control among diabetics [29] . Among both coronary and HRIs in this study, higher proportions of diabetics compared to the non-diabetics were on ACEI/ARBs (significantly among coronary patients). However among coronary patients, mean SBP increased and a lower proportion of the diabetics achieved BP <140/ 90 mmHg compared to non-diabetics (53.5% versus 74.0%, p < 0.001). Possible reasons could include among others, drug dosages and adherence, as it is likely that the diabetics may have been on many more medications. Many studies have shown that treatment compliance is usually poor among diabetics [30, 31] . Data from EURO-ASPIRE III illustrated that obesity, DM and dyslipidaemia were predictors of poor BP control among CHD patients [32] . Poor attainments of BP goals among CHD patients have been reported in other studies [33, 8] . Tranche et al. demonstrated that although only 24.5% of diabetics achieved BP <130/85 mmHg, improvement in BP control was the most significant contributor to reduced CVD risk [21] .
At one year, over two-thirds of the coronary patients achieved the TC and LDL targets. The change in mean LDL and increase in proportion attaining LDL target was non-significant among diabetics but was significant among non-diabetics. This may be as a result of the significant increase in the use of statins among the non-diabetics, which was non-significant among the diabetics. The HRIs with DM were more likely to achieve both TC (48.2% vs 22.9%, p < 0.001) and LDL (57.9% vs 30.7%, p < 0.001) targets probably partly due to higher statin use. Still a reasonable proportion of these patients were above the targets and considering the benefits of lipid lowering on cardiovascular events, there is room for improvement [34] . Adherence to lifestyle modification including daily supplementation with functional foods like phytosterolsupplemented yogurt, was found in a multicenter cohort study to result in significant reductions in LDL (by 13.2%) in 1,048 HRIs, half of whom were already on statins. This is akin to what obtains with doubling the dose of statins without the problem of additional side effects although as no clinical trials on cardiovascular endpoints have been done, it is not a firm recommendation in the guidelines [35, 4] .
The efficacy of cardioprotective medications used in this study for secondary prevention is well established and recommended [4] . As was evident from the three EUROASPIRE surveys their use has increased with time [8] . This present study found that majority of the coronary patients used all classes of cardioprotective medication (significant increase from baseline for ACEI/ARB in both diabetics and non-diabetics and statins among nondiabetics only). Medication use was lower among the HRIs where a non-significantly higher proportion of diabetics used them compared to non-diabetics. Current evidence is not in favour of the use of antiplatelet treatment for primary prevention in DM. De Berardis et al., in their meta-analysis of six RCTs found no statistically significant reduction in the risk of major cardiovascular events or all-cause mortality obtained from low-dose aspirin use compared to placebo in diabetics without established CVD [36] . Among HRIs, use of anti-platelets was relatively low but increased significantly in both groups from baseline. Possible reasons may include other indications for its use such as in hypertensive individuals with renal impairment or at high-CVD risk, but the retrospective nature of this study precludes these assumptions.
Glycaemic control
The evidence from STENO-2 and the relatively low event rates in ACCORD, ADVANCE, and VADT indicates that in T2DM, control of other non-glycaemic risk factors with lifestyle modification and cardioprotective medication may be more beneficial in terms of CVD outcomes than glycaemic control alone [37] . In the present study, diabetics received such a multifactorial intervention and the proportions achieving glycaemic targets improved from baseline. An interesting finding that was not a pre-specified outcome, is the higher proportion of diabetics in the highrisk group (79.1%) meeting HbA1c targets compared to coronary diabetics (59.4%). Possible explanations include that coronary patients may have a longer duration of diabetes, be on other interacting medications or have contraindications to particular hypoglycaemic drugs. This requires further research although similar results were demonstrated in a European study where more diabetics without CVD achieved better glycaemic control over a 4year period compared to diabetics with CVD [38] .
Study strengths and limitations
The strength of this study include that the participants were managed in busy general hospitals and general practices, demonstrating the feasibility of the application of this intervention in everyday clinical practice as evidence shows that when risk is modified in diabetics, they achieve greater CVD benefits than their non-diabetic counterparts [39] . This is a sub-group analysis of a RCT that was not prespecified. Therefore it is underpowered and the results demonstrating differences between the diabetics and nondiabetics cannot be over-interpreted and at best should be viewed as hypothesis generating [40] . Furthermore, the findings from this study are only informative and no definite conclusion can be drawn about whether these differences were the effect of the EUROACTION intervention, as the usual care arm of the trial was not analysed.
Conclusion
This study showed that diabetics improved their risk factors similar to non-diabetics but there were significant differences especially with regards to lifestyle targets. With regards to BP control, fewer patients with diabetes who had suffered a coronary event achieved this target. All confounding factors could not be adjusted for in this retrospective study therefore, based on these results, a prospective randomised study will be better to determine the factors influencing these differences among diabetics and non-diabetics. Further research is needed to determine effective means of translating evidence to clinical practice to assist diabetic individuals modify their risk. manuscript and approved the final version for submission. Both authors read and approved the final manuscript.
